MISSOURI DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH

DEPARTMENTI. OF ‘FUBLlc HEALTH AND ' WELFAR

‘STA
: | Registration District No. ____..._ —-_Registrar's Mo, - .5449_
PO NOT WRITE AME y
ON THIS $TUB NbED

i - 1. PLACE OF DEATH . 2. USUAL RESIDENCE (\ﬂ{hefe_"deceasad lived:- If institution: Residence before

VS 300 a, COUNTY a. STATE Mo "7 b.countr Ste. Loulis  sdmision)
]

Rev. 4/59

b. CITY {if outside corporate limits, give TOWNSHIP only) - Length of stay in 1b < CITY Inside Limits

%N St. Louis : oWn Bellefontaine Nbs, Yo §§ No I

<. FULL NAME OF {If NOT in hospital, give location) . Insice Limits d. STREET (I cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS

iNsTTUTIoN  Incarnate Word Hosp. Yes O No[J 11405 Bellefontaine CH,RIBO Nog@
~ NANE OF DECEASED Firat Middie Tost R Wonth Doy Vear
YR Of print . . . .
Joseph Benedict Haring _ DEATH  5/20/63
5. SEX 6. COLOR OR RACE | 7. Morried 40 Never Married [] |5. DATE OF BIRTH | 9 AGE (last birthdey) |IF UNDER 1 YEAR | IF UNOER 24 TR

HARE - WHITE widowed [] .~ Diverced O 3/20/9? 66 yrs. Months | Days | Hours Min.

10a. USUAL QCCUPATION (Give kind of work dome |10k, KIND OF BUSINESS. OR INDUSTR& 11. BIRTHPLACE {City and state or country).[ 12, CITIZEN OF WHAT COUNTRY

DATE AMENDED

[

w

~ [

x| ;|

gu%nglm.cgecafyw&klng life, evan if ratired) Legal erre Haute Indiamv_a . USA

13a. FATHER'S NAME B 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Anthony Haring Gertrude Schoemaker Julia Sullivan
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
{Yes, N,YM unknown) I(If yes, give war or dates of servi—*

b

b

Jul:.a Haring 1140 Bellefonta:me Ch.Rd

18. CAUSE OF DEA'I‘I'I (Emer only one cause per line INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: : ONSET AND DEATH

IMMEDIATE CAUSE ({a)

Conditions, if any, DUE T (b} W

which gave rise to

above cﬁuu d(:), W é éi F‘ éz
tati 1l -

I.y:nlg“g cme“unl“; DUE TO (e} ( L=

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to tho ferrniml PART 11i. 1¥ deceased was female wa
disease condition given in PART | (a} there a pregnancy in last 90 days.

~ K . y; 0 0 ] O Yes ] ] No l O Unknown
1%, WAS AUTOPS 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART ) or FART I).of item 18.)
PERFORMI - m] a .

YES [ NO

20c. TIME OF  Hour.  Month, Day, . Year
YNJURY a.m.
p.m. .

20d. INJURY QCCURRED 20a. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
.-+ WHILE AT WORK [] farm, factory, street, office bidg., efc.)

NOT WHILE AT WORK [J . L
¥ . ’ q:‘ h_d_&_tLbj/_nnd last saw :?;.lalive onm_‘_L_

&d_ﬁm on the date stated above, and 1o the best of my knowledge, from the causes stated.

[ Frmid i) 1555 4 Hrend . THTE

23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town, or county] [SFrate)

°

DOCUMENT

L

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

-« SHOULD READ

23a. B VA{: (EMA:I’flyC))N
REM poci

Burial 5/24/6% Resurrection St

24, FUNERAL DIRECTOR ADDRESS * 25, DATE RECD BY LOCAL REG.

E.J.Schour 3125 Lafayette MAY 227 1863"

BY AFFIDAVIT OF

ITEM .NO.




STATEMENT BY LICENSED EMBALMER

| hereb‘/. certify that the body w_.hose name is recorded on the reverse side of this certificate was embalmed by me,

or by l Student Embaimer No.

working under my personal supervision

Student : ISigned %‘WLF

Signature of Student Embalmer =

Licensed’ A’wbalmer No ngq‘ é

P. O.-Address

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
with the above constitutes grounds for revocation of license). ) .
If embalmed by a STUDENT, he also shall sign in his QWN handwriting.
. |f this body is.not embalmed, fact should be so sta._ted above.




